. Despite mounting clinical evidence that, even with such a seriously disabled group, significant improvement can be induced with a minimal of risk (Goktepe, Young and Bridges, 1977) , psychosurgery remains a highly controversial form of treatment.
At the Geoffrey Knight Unit patients are assessed jointly by a consultant psychiatrist and a consultant neurosurgeon, with special emphasis being placed on the psychiatric history, previous treatment, current mental state and suicide risk. The assessment of outcome is carried out at one year after the operation by an independent consultant psychiatrist with no other connection with the Unit.
Although it might be anticipated that symptom relief significantly contributes to the justification for per forming an invasive and irreversible procedure, it is unclear what role the presenting psychiatric symptoms play in assessing a patient for the operation and in evaluating the response to surgery. For example, clinical judgement is frequently influenced by know ledge of past history, social behaviour and role performance.
Method
The Present State Examination or PSE (Wing, Cooper and Sartorius, 1974) was selected as a suitable instrument for eliciting psychiatric symptoms. The interviews were conducted by two specially trained research assistants who were blind to the independent assessments of outcome. Thirty four patients, consecu tively accepted for psychosurgery, were interviewed in the month prior to operation and again one year post operatively.
The categories of outcome used by the psycho surgical team and the independent assessor have been given by Goktepe, Young and Bridges (1977) : I.Recovered; no symptoms and no treatment required. II.Well; mild residual symptoms, little or no interfer ence with daily life. III. Improved, but significant symptoms remain which interfere with patient's life. IV. Unchanged. V. Worse.
In this study, the grades have been collapsed so that Grades I and II are called the â€˜¿ Good' outcome group and patients put into Grades III, IV and V are the â€˜¿ poor' outcome group.
There was an absence of any positive ratings in sections 13 to 15 of the PSE (the so-called psychotic sections). Scores 1 and 2 on the remaining sections were combined for analysis, yielding two possible ratings: 0 = symptoms absent or insufficiently severe to rate and 1 = severe or very severe symptoms. For most items of the PSE, the threshold for positive rating is higher than that applied in routine clinical practice. 
FIG4
Profilesof symptoms for the 15 patients with good outcome (o o) and the 19 patients with poor outcome (â€¢ â€¢¿ s). The mean severityfor each symptomin the PSE numbered list(numbers givenon the horizontalscaleand mean ratingvertically)are shown so the differencesin the symptomsbetween the two groups can be identifiedeasily. Fio 2.â€"Shows the similarityof pie-operative profilebetween the good and bad outcome groups. The PSE symptom profiles were plotted using means for the whole group (n = 34), means for the â€˜¿ good' outcome subgroup (n = 15) and the â€˜¿ poor' outcome subgroup (n = 19). The distribution of symptoms accords with clustering of symptoms into syndromes by the CATEGO Programme (Wing, Cooper and Sartorius, 1974) . Between group and within-group differences were analysed using Student's t-test (two tailed).
Results
The preoperative PSE symptom proffle for the entire sample reflects both the wide range and frequency of symptoms. The group means for each symptom can be seen in Fig 1. A score approaching one indicates that the great majority of patients suffered from that symptom. The cohort is characterized by freqency of symptoms associated with syndromes of depression, somatic anxiety and tension.
Preoperative comparison of the results for those of â€˜¿ good' and â€˜¿ poor' outcome at one year are given in Fig 2 and reveal no outstanding differences. On 48 separate observations it would be expected that about two measures would reach statistical significance at the 5 per cent level by chance. Only four symptoms occurred more frequently in the poor outcome group; simple ideas of reference (P <0.05), early morning wakening (P <0.05), loss of libido (P <0.05), and suicidal acts or plans in the previous month (P <0.01).
The â€˜¿ good' outcome group had a higher mean score on twenty symptoms, the â€˜¿ poor' outcome group had a higher mean score on twenty symptoms, and both groups had the same mean score on eight symptoms and it is concluded that preoperative symptoms do not distinguish between the outcome groups. group, the â€˜¿ good' outcome group had significantly lower scores on 17 symptoms (P <0.05 on 8 symptoms, P <0.01 on 2 symptoms and P <0.005 on 7 symptoms). The individual PSE items that showed the most highly significant differences are given in Table I . It should be noted that this technique of analysis is subject to statistical artefact induced by a regression to the mean effect, i.e. some of the symptoms that improved most were worse to start with. The poor outcome group had a higher score than the good outcome group on 38 symptoms, both groups had identical mean scores on 9 symptoms, and the good outcome group had a higher score on only 2 symptoms (premenstrual exacerbation and pathological guilt). (a) both â€˜¿ good' and â€˜¿ poor' outcome groups improved in the large majority of scores. (b) within the â€˜¿ good' outcome group there was no worsening of any symptom. (c) within the â€˜¿ poor' outcome group five symptoms were worse postoperatively but, for three of these symptoms to only a very small degree; restless ness, hostile irritability on examination, hypo chondriasis, observed depression and specific phobias (d) compared to the â€˜¿ poor' outcome group the â€˜¿ good' outcome group improved significantly relative to its preoperative level on 7 symptoms and non significantly on 34 symptoms. The 7 specific symptoms are listed in Table II. Although about two significant results would be expected by chance at the 5 per cent level, the highest level of significance is associated with three symptoms which are clinically very significant: nervous tension (which roughly equates in clinical practice with psychic PSYCHOSURGERY AND PRESENT STATE EXAMINATION anxiety), depressed mood, and free-floating anxiety with autonomic accompaniments (which equates with somatic anxiety).
Discussion
Although the sample in this study is relatively small, it is representative of the type of patient selected for stereotactic subcaudate tractotomy at the Geoffrey Knight Unit. The presence or absence of symptoms might have been expected to influence the selection process and the independent evaluation of outcome although we are unaware of previous attempts to assess this phenomenon reliably in any detail.
The PSE helps to clarify areas where the clinician's view may not be very specific. The results confirm the clinician's view and suggest that the presence, severity and type of symptoms play an important part in selection and evaluation of outcome. It could be argued that the trained PSE interviewers were favourably disposed to the procedure but, although not strictly blind, they had no access to the assessment results and the formal training combined with the high rating thresholds for the PSE would tend to minimise any possible bias.
It is interesting that three of the PSE symptoms which improved most overall in the â€˜¿ good' outcome group were subjective feeling of nervous tension, depressed mood, and free-floating anxiety with auto nomic accompaniments. Their equivalents in clinical practice are psychic anxiety, depression, and somatic anxiety and these are recognized target symptoms of psychosurgery (Kelly, 1976) . Why some patients clearly improve dramatically on one or more of these symptoms but others fail to improve despite a basically identical psychosurgery technique remains obscure.
It is also relevant that both groups, including the apparent non-responders, improved overall, but they did so in a general rather than in a specific way. No individual patient was rated worse by the independent assessor and only one patient was rated worse using a method for rating change in the PSE developed by Knights, Hirsch and Platt (1980) . It was not possible to identify any predictors of good outcome from the preoperative symptom profiles because the profiles of both â€˜¿ good' and â€˜¿ poor' outcome groups were so similar. Likewise there were no symptomatic indicators of poor outcome in this cohort of patients.
The interpretation of the PSE results of the â€˜¿ poor' outcome group is further complicated by the strict rules applied to allocation into â€˜¿ good' and â€˜¿ poor' outcome groups by the psychosurgical team. The PSE generally reveals considerable symptomatic improve ment even in the so-called â€˜¿ poor' outcome group but the independent assessment of outcome does require normal social function for inclusion in Grades I and II.
Hence it is possible for the patient at one year to be symptom-free but assessed as â€˜¿ poor' outcome if, for example, age and institutionalization preclude dis charge from hospital.
This study does suggest that whatever else may have occurred in the year before final assessment, the psychosurgical procedure had an impact on inducing symptomatic improvement. It is possible to speculate about the interrelationship of symptoms and their influence on global psychiatric improvement. Whilst some patients get better, some improve more than most and in this latter group most improvement occurred in depression, tiredness and exhaustion, nervous tension, subjectively inefficient thinking, and free-floating autonomic anxiety. There may be some sort of order of precedence whereby a patient cannot improve on one symptom without also improving on another. For example, once subjectively distressing and behaviourally disabling somatic anxiety has been relieved, it allows for the possibility that other symptoms can improve.
This notion resurrects the model of an hierarchical order of symptoms first put forward by Foulds (1965 Foulds ( , 1966 which was unsupported by Surtees and Kendell (1979) in their study using the PSE. Conceptually, our speculation about hierarchical precedence differs from that suggested by Foulds and this interesting possibility needs to be further explored.
